Background: The World Health Organization's Framework Convention on Tobacco Control, enforced in 2005, was a watershed international treaty that stipulated requirements for signatories to govern the production, sale, distribution, advertisement, and taxation of tobacco to reduce its impact on health. This paper describes the timelines, context, key actors, and strategies in the development and implementation of the treaty and describes how six sub-Saharan countries responded to its call for action on tobacco control.
Background
The World Health Organization's Framework Convention on Tobacco Control (FCTC), enforced on February 27, 2005 was the first global public health treaty [1] . This treaty emerged after years of effort to spearhead an international approach to tobacco regulation that would slow the rapid growth of tobacco use. The treaty stipulated requirements for signatories to govern the production, sale, distribution, advertisement, and taxation of tobacco to reduce its impact on public health. Although the FCTC has been popular, with 180 countries currently ratifying the treaty [2] , little is known about how low-and middle-income countries responded to the FCTC to modify their tobacco policies and what other contextual issues influenced the timeliness of countries' responses [3] .
The FCTC solidified tobacco use as a public health epidemic [1, 3, 4] . As evidence continues to accumulate about the global impact of tobacco consumption on non-communicable diseases (NCDs), efforts to include tobacco control have increased. The FCTC requires all participating countries to reduce this impact through various initiatives, including national programs on tobacco control; measures to protect people from second-hand tobacco smoke in public places; health warnings on tobacco products; restrictions on tobacco advertising; and prohibition of sale of tobacco products to minors [5] . Tobacco companies joined forces to oppose the FCTC and countries' implementation of tobacco control policies, including proposing alternative language, actively lobbying against the framework, employing deception, and selectively marketing and promoting products to maintain the social acceptability of tobacco use [3, [6] [7] [8] . Some of the most devastating impacts of tobacco prevalence have been witnessed in sub-Saharan Africa, where developing nations are still struggling to fund a response to HIV and AIDS and other infectious diseases.
The history of the tobacco crop in sub-Saharan Africa today will illuminate its complex role. In the early twentieth century, a rise of African fire-cured tobacco production in the central region increased the number of Africans participating in share-cropping contracts with Europe [9, 10] . These agreements yielded financial gains for the farmers that some African countries still rely on today. Currently, Malawi is one of only two countries in the world that depend on tobacco leaf production for most of its export earnings [10] . Tobacco industries have used this reliance to their advantage in responding to a growing number of regulations and control initiatives. For example, in response to early WHO tobacco control programs at the beginning of the twenty-first century, the International Tobacco Growers Association lamented that poor African farmers [9] would suffer if tobacco regulation was successful [6] . An additional element of tobacco use in sub-Saharan Africa is its rapid growth that challenges governments to keep up with regulations to control and tax its use in the interest of protecting the public. Between 1995 and 2000, cigarette consumption increased by 38% in Africa [11] . By 2030, it is projected that 70% of the estimated 10 million global deaths from tobacco will occur in developing countries such as those in sub-Saharan Africa [11] .
The WHO's "best buys" delineate specific, low-cost, population-level interventions that, if scaled up, could reduce harmful tobacco and alcohol use, as well as unhealthy diets and physical inactivity [12] . These "best buys" hold specific promise for low and middle income countries such as many of those in sub-Saharan Africa. WHO "best buy" interventions for tobacco are, briefly, the creation of policies for tax increases on tobacco products, smoke-free indoor workplaces and public places, bans on tobacco advertising, promotion and sponsorship, and health information and warnings. Significant examinations of global tobacco policy (e.g., the International Tobacco Control Policy Project [13] , have generally not included African countries, and given recent findings that policy implementation of the FCTC demand reduction measures is associated with reduction in tobacco use [14] , it is especially important to assess the adoption of tobacco policies in Africa [11] . This paper describes how six sub-Saharan countries responded to the FCTC call for action on tobacco control by detailing the context, timelines, key actors, and strategies in the formulation and implementation of policies in response to the FCTC. Understanding these elements can provide insight for accelerating international mobilization to reduce and prevent NCD prevalence. In each country we present the (a) tobacco situation (production and use), (b) the FCTC adoption process (year of ratification and period taken to come up with a policy, what influenced the process), (c) the actors and industry involvement, (d) implementation of FCTC policies and WHO best buys for tobacco control.
Methods

Methods overview
The Analysis of Non-Communicable Disease Prevention Policies in Africa (ANPPA) study [15] employed a multiple-case study design [16] to assess policy and practice for all WHO "best buy" interventions on tobacco use, unhealthy diet, physical inactivity, and harmful alcohol use in six sub-Saharan countries: Kenya, Malawi, Nigeria, Cameroon, South Africa, and Togo. The ANPPA study was designed to generate evidence on how-and the extent to which-multi-sectoral action informs policy formulation and implementation of NCD prevention "best buy" interventions. Walt and Gilson framework of policy analysis [17] was used to guide ANPPA. The framework acknowledges the non-linearity of the policy process as well as the incremental nature of policy-making. Walt and Gilson's framework focuses on four factors: policy (a) content, (b) actors, (c) processes, and (d) context [17] .
This paper reports only on data collected on tobacco. Each country, therefore, becomes a case with its own unique approach to ratifying the FCTC and establishing policies to support tobacco control. For each case, we apply the same methods to identify differences in each country's processes. Each case includes two primary sources of data: (1) a review of documents related to the policy formulation process and (2) key informant interviews with informants who either participated or should have participated in the policy process.
The ANPPA study was coordinated by the African Population and Health Research Center (APHRC). See Juma et al. [15] for more information on the application process and study teams.
Document reviews
Teams conducted document reviews to describe the policy context and content, identify existing policies for their consistency with WHO "best buy" interventions, and understand the policy development processes and implementation status. Policy documents included were those that focused on NCD prevention (including acts and laws, strategic plans, guidelines, and government directives), reviews and case studies of multi-sectoral action (MSA) in successful policy formulation and implementation at a national level. Examples of policy documents included are: ministry website materials such as policy documents, strategic plans, program plans, guidelines, protocols; parliamentary records, or debates; local print media for references to policy changes, often as part of speeches by government officials; meeting minutes, activity reports, and drafts of policy statements, internal and external memos, meeting agendas, and other communications; academic journal articles; and relevant donor or non-governmental organization and development partner websites for NCD program reports. Researchers extracted data from documents including the years in which relevant policy changes occurred and the events leading up to those decisions. Some key documents date back to the 1970s (e.g., national plans and reports).
Key informant interviews
Key informant interview participants were selected based on their expected or actual role in each country's NCD policy formulation and implementation. Participants were selected using a combination of purposive and snowball sampling [18] . First, a broad segment of sectors (e.g., health, education, finance) and institutions (e.g., ministry officials, directors) were identified for inclusion. Next, appropriate individuals within those sectors and institutions were identified to purposively include both government and non-government (e.g., community organization, industry) actors. After key informants were identified, researchers asked them to identify additional prospective study participants who had knowledge of policy formulation and implementation. Participants were contacted through an initial telephone or email contact, and a total of 202 were interviewed across six countries [19] .
APHRC and the study teams collaboratively developed interview guides during the first methodology workshop. Interview guides were informed by Walt and Gilson's framework of policy analysis [17] and included questions for each of the four key "best buy" interventions, including the context in which the policy was developed, the policy content, actors involved in the process, and the implementation status of each policy. In addition, questions addressed how MSA was employed (or not), the processes undertaken to ensure MSA, the challenges encountered, what worked, and what did not work. During field-worker training, each team piloted the guide to obtain feedback on the questions and interview structure, and the interview guide was revised based on feedback from the pilots. Each country then used the final interview guide with minor adjustments to fit their context if necessary.
Prior to the interview, the interviewer explained the purpose of the study, risks and benefits to participating, the right to withdraw at any time without penalty, and confidentiality; participants provided verbal or written documentation of consent to participate and to be digitally recorded.
Transcripts were uploaded into the qualitative data management software NVivo coded using a codebook based on Walt and Gilson's framework of policy analysis [17] and the framework method of qualitative analysis, a type of thematic or content analysis which guides the application of a framework to analyse qualitative data [20] . Data associated with tobacco policy formulation from all six countries were analysed for this multiple case study.
Results
The results section summarizes each country's activities and policies, factors shaping policy development and implementation, key actors, and quality of policies with regard key informants' perceptions about the role of the FCTC in each country. WHO "best buy" interventions are listed in Table 1 , with countries' timelines for FCTC ratification and policy adoption in Table 2 .
Cameroon
Timeline and resulting policy
Cameroon's first tobacco control policy was formulated in 1988 [21] . After the World Health Assembly in May 2003 to adopt the FCTC, but prior to its formal ratification, the government decided to spearhead a national tobacco control program. In 2004, the Ministry of Public Health created a multi-sectoral expert platform for multiple exchanges on tobacco control called "GROUPE" by ministerial decision No. 00615/D/MSP/DPS of 11 February 2004 [22] . This group included experts from different ministerial and administrative departments [23] . In February 2006, Cameroon ratified the FCTC leading to the convening of the first national multi-sectoral meeting on tobacco under the Prime Minister's auspices with the goal to identify and develop policies for tobacco use. Although this meeting led to individual sectors implementing smoke-free zones, Cameroon did not develop a comprehensive national policy for smoke-free zones. The "GROUPE" later developed a national comprehensive law project on tobacco, using FCTC recommendations, which was revised in 2012 and submitted to the Presidency of the Republic for issuance to the Parliament. It remains under consideration at the time of this writing.
Factors shaping policy ratification
Cameroonian government still grants large subsidies to Cameroon's tobacco farmers, and tobacco is a primary crop. Although the formulation of tobacco control policies was driven by epidemiological data on tobacco use, with an emphasis on the problem of smoking and delinquency among youths and in school settings, a strong health sector was met with low visibility by civil society organizations and a lack of political will by other government sectors to implement a unified national policy.
Key players
The major actors involved in formulating and implementing tobacco use prevention policies were ministerial departments of Health, Trade, Education, Communication, and Finance. Although one NGO, LUTOMA (Association for the Fight against Drug Addiction and Mental Illness) provided data on the adverse effects of smoking/delinquency among youths in secondary school settings, we observed a low visibility of civil society organizations, NGOs and academics. Industry was generally not engaged in formulating tobacco control policies, but rather in the raising of tobacco taxes. Where necessary, the implementation process was discussed with industry, specifically for the policy on health information and warning on tobacco packages.
Quality of the policy
Cameroon's process led to the formulation of 12 tobacco control policies which incorporated all the tobacco use prevention "best buy" interventions: tax increases on tobacco products, smoke-free indoor workplaces and public places, bans on tobacco advertising, promotion and sponsorship, and health information and warnings. Cameroon's response to the FCTC call for action on tobacco control has been positive and addresses some "best buys," but is still insufficient because a more comprehensive and integrated tobacco control law remains to be enacted. The tobacco control project law has been pending at the Presidency of the Republic since 2012, and study participants reported that this has been a strong hindrance to fully implementing tobacco control policies in the country. Furthermore, participants indicated the government's tobacco farmer subsidies, which are passed through Parliament, are likely contributing to the delay in passing the comprehensive law [24] . Cameroon has at least one policy for each of the FCTC best buys: protect people from tobacco smoke, enforce bans on tobacco advertising, warn about the dangers of tobacco, increase taxes on tobacco, ban school sales, ban school use, and prevention activities (See Table 2 ).
Kenya
Timeline and resulting policy
In Kenya, tobacco control efforts started in 1992 when Kenya first participated in the World Tobacco Day campaigns. The first tobacco control bill was drafted in 1998, well before the FCTC, but since it was a pre-FCTC bill, it did not fully address the WHO "best buy" interventions. In 2003, the focus shifted to ratification of the FCTC. In 2004, Kenya made history by being the second country (after Norway) to ratify and sign the WHO FCTC on the same day. The signature and ratification played a major role in adopting the Tobacco Control Act applying the FCTC recommendations to Kenya, which was passed in 2007 [25] .
Factors shaping policy ratification
Tobacco control policy formulation in Kenya was largely driven by the WHO's promotion of the FCTC, which catalysed the process in Kenya. However, strong local evidence on the economic cost of tobacco provided the needed impetus for actors in different sectors to advocate for the policy. Similarly, the availability of evidence in the public domain on the harmful effects of tobacco growing and production on the environment also contributed to the holistic argument for control. Noteworthy is the strong political influence that provided the needed push for the signing and ratifying the FCTC bill [25] . Therefore, a combination of strong global, local, economic, and political factors contributed to Kenya's formulation of the tobacco control policy.
Key actors
Key actors in the Kenyan tobacco policy process were the Ministry of Health, Tobacco Control Board (which consists of various sectors relevant to tobacco control including the Ministry of Health) and civil society organizations. The policy process was a consultative approach from multiple government sectors and other stakeholders, including the private sector. Tobacco industry interference has played a key role in delaying the formulation of some key elements and poor implementation.
Policy quality
Together, Kenya's policies on tobacco control are comprehensive and address all of the FCTC "best buy" interventions of tax increases; smoke-free public spaces; ban of tobacco advertising, promotion, and sponsorship; and health information and warnings. Implementation is still in the early stages. Moving forward, continuous engagement with all relevant stakeholders and allocating adequate resources (both human and financial) to support the process will be critical in the implementation stages. Kenya has at least one policy for most of the FCTC best buys: protecting people from tobacco smoke, enforcing bans on tobacco advertising, warning about the dangers of tobacco, and increasing taxes on tobacco, but does not have policies for banning school sales, banning school use, or prevention activities (See Table 2 ).
Nigeria
Timeline and resulting policy
The development of tobacco control policies and legislation in Nigeria dates to its 1951 revenue allocation document on licensing and controlling tobacco importation [26] . The first significant effort at controlling tobacco use for public health benefits was the Tobacco Smoking (Control) Decree 20 of 1990 by the military government; the decree included measures for protection from second-hand smoke, health warnings and labels, and enforcing bans on advertising and promotion, but not taxation of tobacco products. With the transition of the Nigerian government to democratic rule in year 2000, the document's name was changed to the Tobacco (Control) Act 1990 in line with political conventions that prohibited governance through decrees in democratic dispensations; the policy content remained unchanged, however, and guided tobacco control in Nigeria for more than two decades. The Act was weak and poorly implemented [26, 27] , and government actions on tobacco control were inconsistent. For instance, although the Act emphasizes reduction in tobacco use for public health, the government still supported increases in tobacco growth as when, in 2001, the Nigerian government signed a memorandum of understanding with British American Tobacco Nigeria to build potential for regional export and significantly increase the quantity and quality of locally grown tobacco [28] . Nigeria signed the FCTC on 20 October 2005, further driving interest in tobacco legislation. In 2009, civil society organisations and several elected officials advocated for a National Tobacco Control bill [29] ; after two years of consideration, the National Tobacco Control bill was passed at the Senate and House of Assembly but the presidency failed to assent to the bill. Subsequently, another version of the bill was facilitated by the Federal Ministry of Health and passed as an Executive Bill to the Federal Executive Council and Senate for approval. It was eventually approved by Nigeria's outgoing president, Goodluck Jonathan, as the National Tobacco Control Act 2015 after mounting pressure from tobacco control advocates and despite stiff resistance from the tobacco industry. Indeed, participants indicated the outgoing president decided to sign the bill into act a few days before his exit to appease the tobacco advocacy groups and other stakeholders and avoid a reprisal from the tobacco industry [30] .
Factors shaping policy ratification
Although there was agreement and strong advocacy among many civil society organisations, senators, elected officials, and others regarding the need for tobacco control legislation, counter-lobbying of the tobacco industry [30] [31] [32] and objections from some government ministries/agencies that felt they should lead the tobacco control efforts created dissention that impacted policy development and ratification. Indeed, the final tobacco control act was only signed by an outgoing president as he was leaving.
Key players
In 2009, civil society organisations advocated for a National Tobacco Control bill that was sponsored by Senator Olorunnimbe Mamara. Professor Babatunde Osotimehin, former Minister of Health, and Senator Jibrin Aminu spoke publicly in support of the proposed legislation [29] . The bill also received strong support from international and Nigerian civil society groups such as the Environmental Rights Action/Friends of the Earth, Nigeria; the Nigerian Tobacco Control Alliance; and the Coalition Against Tobacco.
Quality of the policy
The National Tobacco Control Act 2015 is a comprehensive, FCTC-compliant legal instrument that addresses all tobacco "best buy" interventions as well as other measures relating to reducing tobacco demand and supply as well as related matters on tobacco product specifications [33] . Several tobacco related policy documents developed after FCTC ratification are the Nigerian National Policy and Strategic Plan of Action on NCDs, developed by the Federal Ministry of Health in 2013 and reviewed in 2015, and the 2014 Standard for Tobacco and Tobacco Products-Specifications for Cigarettes, which was developed by the Standards Organization of Nigeria. These documents align with the stakeholder involvement provisions and measures outlined in the FCTC. One exception is the 2014 Standard for Tobacco and Tobacco Products-Specifications for Cigarettes, which was developed with the involvement of the tobacco industry involvement, contrary to FCTC recommendations. Nigeria has at least one policy for each of the FCTC best buys: protect people from tobacco smoke, enforce bans on tobacco advertising, warn about the dangers of tobacco, increase taxes on tobacco, ban school sales, ban school use, and prevention activities (see Table 2 ). [36] . Apart from the overarching NCD prevention-related policy documents [37, 38] , Malawi has no specific tobacco control policies that recognize tobacco as an underlying cause of NCDs or which call for tobacco control regulation as a way to improve public health. The Tobacco Act (1970) (Last Amended in 1990) and the Tobacco Industries Bill (2012) only regulate tobacco production and sales through enhancement of agricultural practices for tobacco production and through licensing of tobacco growers, transporters, sellers, and buyers [39, 40] .
Factors shaping policy ratification
The Malawi economy is highly reliant on tobacco, which is considered a "strategic crop" [34] . There are several barriers to the ratification of the FCTC. Tobacco farmers and industry officials oppose tobacco control. Participants indicated that there is a perception by the government that ratifying parts of the FCTC to improve health (e.g., limiting exposure to tobacco smoke) will compel them to implement all aspects of the FCTC, including Articles 17 and 18, which discourage support for tobacco farming, and that this will reduce tobacco production and negatively impact the national economy. Further, Malawi's low prevalence of smoking and high tobacco exports led some to minimize tobacco as a major public health problem warranting legislation and policies like the FCTC. Participants also cited the influence of the tobacco industry as a barrier to FCTC ratification and implementation.
Key players
There is some support for ratification of the FCTC by advocacy groups, including the Tobacco Tenants and Allied Workers Union of Malawi, that wrote the president in support of reduction of reliance on tobacco crops [38] , and Drug Fight Malawi, an NGO that attends international meetings on the FCTC and advocates within Malawi for tobacco control. While some government actors (e.g., the NCDs program at the Ministry of Health) favor tobacco control for promoting public health, others (e.g., the Tobacco Control Commission) prioritize tobacco farmers' livelihood and country revenue from tobacco taxes over public health. Study participants, mostly from the health sector and some tobacco industry representatives, and the Tobacco Control Commission unanimously agreed on the need to ratify the FCTC. They noted that ratification would allow Malawi's voice to be heard and "fight [for tobacco control] from within."
Quality of the policy
Malawi has not yet acceded to or ratified the FCTC [2] . Even bills drafted after the FCTC came into force as a global treaty (e.g., the Tobacco Industries Bill of 2012) have no interventions intended to limit tobacco production or use. Thus, Malawi policies are not in line with FCTC requirements and specifically do not respect FCTC Articles 17 and 18 that require countries to focus on "provision of support for economically viable alternative activities for tobacco growers" and "protection of the environment and the health of persons," respectively [1] . Study participants confirmed that Malawi has no specific public health-related tobacco control policies. Some sectors have attempted to use other laws to lobby for implementing some of the tobacco control interventions consistent with the FCTC requirements. For example, one civil society organization attempted to compel the government to ban public smoking by citing the Environmental Management Act 1996 [37]; the courts referred it back to the government executive branch, which said it was in the process of developing a public smoking policy. However, the mentioned policy had not been seen by any of the study participants by the time of data collection. Some participants intimated that Malawi could soon ratify the FCTC and indicated this will likely be advantageous to tobacco control since the majority of the FCTC articles might be implemented without much contention; for the two contentious articles (FCTC Articles 17 and 18), Malawi could learn from experiences of other countries that have ratified the convention but are still in the transition period to reduce overreliance on tobacco crops.
South Africa Timeline and resulting policy
On World No Tobacco Day in 1993, Nelson Mandela called on the apartheid government under F.W. de Klerk to pass tobacco control legislation. In response, the Tobacco Control Act was passed in 1993 but due to the then-apartheid government's strong ties with the tobacco industry, the Act did not result in major shifts in tobacco smoking. Although the Act was passed in 1993, it was under the democratic government in 1994 that the Tobacco Control regulations were drafted [41, 42] . With the introduction of democracy in 1994, the African National Congress (ANC) brought both a notable distance from tobacco industry influence and specific health champions in the form of the president Nelson Mandela and Health Minister Dr. Nkosazana Dlamini-Zuma who showed serious commitment to public health, including tobacco control. Over the next few years, the ANC called for smoke-free cabinet meetings, called out tobacco companies that failed to display health warnings clearly on cigarette packs, introduced a 50% tax on the retail price of cigarettes, and in 1999 amended the Tobacco Products Control Act that outlawed smoking in public buildings, banned tobacco advertising in all its various forms, and made it illegal to sell cigarettes without health warnings on the pack.
Factors shaping policy ratification
South Africa was on the forefront of African countries to implement strict tobacco control policies. The ANC's rise to power and its recognition of tobacco as a racial equity issue were a strong counterforce to tobacco industry efforts to reduce control policies.
Key players
The ANC produced substantial pressure to improve tobacco control policies, as a matter of racial equity. Consistent tobacco industry opposition resulted in a weaker version of the Tobacco Products Control Act in 1993, with multiple amendments to attempt to strengthen it in 1999, 2003, 2007, and 2008 [41] .
Quality of the policy
So far, South Africa has put in place the legislative framework and has implemented the WHO "best buy" interventions. The Tobacco Control Act and subsequent amendments prohibit smoking at indoor working places, washrooms, or any other places frequented by employees. These provisions do not prohibit smoking in private dwellings, which is in itself a fallacy, given that many women are domestic workers in private homes and remain unprotected from secondary exposure [42] . Subsequent amendments prohibited smoking in public places and vehicles with children as passengers and advertising and promotion of tobacco products. Amendments also restricted the distribution of tobacco products and advertising at the point of sale. Tobacco manufacturers were required to have clearly printed health warnings on the cigarette packets. South Africa has at least one policy for most of the FCTC best buys: protect people from tobacco smoke, enforce bans on tobacco advertising, warn about the dangers of tobacco, increase taxes on tobacco, and ban school sales, except for banning school tobacco use and implementing prevention activities (see Table 2 ).
Togo
Timeline and resulting policy
The development of tobacco control policies and legislation dates to its 2009 public health law under Articles 89 to 93 related to the fight against social scourges, including harmful use of alcohol, tobacco use, substance abuse, and prostitution. This law, however, focused largely on regulating (but not banning) tobacco advertising (Article 90), warning about the dangers (Article 91), and banning smoking in public places (Article 92). The law did not address raising taxes on tobacco and was not highly enforced. Significant efforts at controlling tobacco use started with the ratification of the FCTC on 15 November 2005.
Factors shaping policy ratification
Togo is a low-income country with few tobacco retailers. Participants said that because Togo is neither a tobacco producer nor manufacturer, it was relatively easy for policy-makers to use available evidence in the public domain on tobacco's harmful effects to achieve convergence about the nature of the problem, policy, and politics and to convince the government to act for tobacco control. Togo's policies aim to improve the health of vulnerable groups, to reduce health gaps between the most and least vulnerable groups, and to flatten the social gradient in health across the entire population.
Key players
The Ministry of Health played a key role in tobacco policy implementation. Participants reported that the tobacco industry strongly opposed tax increases on tobacco products and said the industry repeatedly attempted to delay or dissuade policies' enactment and implementation.
Quality of the policy
Togo passed comprehensive national legislation, but it is not fully WHO FCTC compliant because fully compliant health warnings were removed from the version of the law parliament approved, although there is some policy for health warnings. Togo has at least one policy for most of the FCTC best buys: protect people from tobacco smoke, enforce bans on tobacco advertising, warn about the dangers of tobacco, and increase taxes on tobacco, except for banning school sales, banning school tobacco use and implementing prevention activities (see Table 2 ).
Discussion
Countries varied widely on their timelines for addressing tobacco control, with the earliest tobacco-related policies in the mid-twentieth century (e.g., Nigeria, 1951; Malawi, 1970) and others developing policies only around the time of the FCTC in the mid-2000s (Togo). Earlier attention to tobacco-related policies often was more about commerce and agriculture than public health and did not relate to the country's implementation of FCTC policies (e.g., Malawi has not yet ratified the FCTC). Most countries developed piecemeal legislation starting in the 1990s and early 2000s, with the FCTC providing a strong boost as countries began to ratify it in the mid to late 2000s. The process for adopting tobacco policies focused on public health and consistency with "best buy" interventions was greatly motivated by FCTC adoption. It brought significant international focus on tobacco; countries' treaty signing provided additional energy for the study to approve legislation so as not to be seen as falling behind on the world stage.
Countries demonstrated high variability in their socio-political contexts: (a) tobacco was a significant cash crop that contributed to national employment and revenue (Cameroon, Malawi), (b) leadership demonstrated connections or interests in tobacco industries that reduced political will for tobacco control (Nigeria, apartheid South Africa, Togo), (c) limited resources were available for NCD prevention, given countries' political upheaval or communicable disease challenges (Cameroon, Kenya, Malawi, Nigeria, South Africa, Togo), (d) specific high-profile champions in government advocated for tobacco control (South Africa, Kenya, Nigeria), and (e) tobacco industries and their interests were strongly against tobacco control legislation (Cameroon, Kenya, Malawi, South Africa, Nigeria). This variability in contexts also influenced the countries' success implementing FCTC and WHO "best buys" on tobacco control.
Multiple actors engaged in deliberations about tobacco policies [19] . Most countries' health ministries led the process of evaluating FCTC guidelines and preparing policies with other ministries, NGOs, civil society organisations, and academics [23, 25, 41, 43, 44] . These groups generally supported tobacco control policies. The extent to which stakeholders were involved varied from nominal involvement to providing data, testimony, or lobbying for country-specific measures.
Countries struggled with whether or how to involve the tobacco industry in their selected stakeholder meetings; for instance, in South Africa, the constitution requires stakeholder representation, and the tobacco industry sued to require the government to recognize its inclusion as a stakeholder [41] . All countries reported significant interference from the tobacco industry in enacting tobacco control policies, with some countries also having labour groups or tobacco farmers opposing tobacco control policies (Malawi, Nigeria). This is similar to industry efforts to derail the FCTC prior to enactment and in low-and middle-income countries since FCTC enactment [7, 8] .
Most countries have addressed all four WHO "best buy" interventions, although not necessarily to the extent the FCTC recommends. Countries have been delayed by internal political challenges, conflicts of interest among leadership, tobacco industry interference, and limited resources. This is similar to other reports of progress among low-and middle-income countries that have struggled with implementing "best buy" interventions, especially related to tobacco [4, 5, 29] .
Overall, the WHO FCTC has been enormously useful in reducing tobacco use and its health effects. Despite significant tobacco industry opposition, it remains the only international health treaty and has demonstrated success in reducing NCDs internationally. It is highly advisable to continue to improve both science and practice on how best to implement country-level implementation of international health treaties. Recommendations include: (a) how to best implement multi-sectoral action to ensure relevant stakeholders are included and their needs considered, (b) how politicians and civil service organizations can address tobacco industry engagement and interference, (c) how to address within-country conflicts of interest such as balancing needs related to tobacco's benefits for farmers, tax revenues, and public health;, and (d) how to expand the reach of international health organizations to implement more treaties for improving global health.
Conclusions
The WHO Framework Convention on Tobacco Control provided an unprecedented opportunity for an international governing organization to influence tobacco control interventions that lead to non-communicable disease prevention worldwide. Reviewing how six sub-Saharan countries responded to the treaty to mobilize resources and implement tobacco control provided insight for how to accelerate international mobilization to prevent noncommunicable disease. 
